Background/objective: High maternal mortality in Nigeria in particular and Sub-Saharan Africa in general has remained one of the key indicators of our poor health care services, infrastructural facilities and negative socio-cultural attitudes to healthy living. The objective is to identify barriers to prompt and effective treatment of obstetric complications leading to maternal mortality in order to develop appropriate strategies to address them at the community level.
Introduction
Maternal mortality is defined as 'the death of a woman while pregnant or within forty two days of the termination of pregnancy, irrespective of the duration and site of the pregnancy from any course related to or aggravated by pregnancy or its management, but not from accidental or incidental causes'. 1 Some 80% of all maternal deaths worldwide are the direct result of complications arising during pregnancy, delivery, or the first six weeks after birth. The five main causes of maternal mortality are haemorrhage, responsible for about a quarter of all maternal deaths, hypertension / eclampsia, infections, unsafe abortion and obstructed labour. 2, 3 The remaining 20% of maternal deaths are the result of pre-existing health conditions that are exacerbated by pregnancy or its management. Other important indirect causes of death include malaria, hepatitis, heart disease, and increasingly in some settings, HIV/AIDS. 2, 4 -6 Maternal mortality is a public health hazard and it is a measure of standard of health care system of a given society. 7, 8 Maternal mortality represents one of the starkest and most unacceptable gaps between the developed and developing countries, with 98% of all maternal deaths occurring in developing countries. In developed countries, there are approximately 27 maternal deaths per 100,000 live births each year. In developing countries the average is 18 times higher at 480 deaths per 100,000 live births. 2 In some developing countries, one woman in 10 dies from a pregnancy related cause. In industrialized countries, the chances average one in 4,000. 2, 9, 10 Overall each year close to 600,000 women, more than one every minute die from complications related to pregnancy and childbirth. 9, 10 Over 90% of maternal deaths in developing countries are preventable. There is no single pathway to achieving this goal; the approach must be multidimensional. Poor infrastructural development in many developing countries, especially sub -Saharan Africa, impact adversely on maternal mortality. The situation is worse in rural areas. Bad roads render some areas inaccessible throughout the year or during the rainy season. All season motorable roads are mostly a luxury. Transportation is another problem even where a motorable road exists. Public transportation is sometimes inadequate. Commercial vehicle drivers may be reluctant to carry a woman who has haemorrhage to avoid soiling their vehicles. Private vehicle owners in the village may be few or unwilling to put their vehicles on the road for emergencies especially at night for security reasons.
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Over the decades reduction in maternal mortality merely received national attention in the developed countries and little or no attention in the developing world. Global attention was only drawn to the high maternal mortality in developing countries in 1987 when the first international conference on safe motherhood was organized in Nairobi, Kenya by World Health Organization (WHO), United Nations Fund for Population Activities (UNFPA),World Bank, and other stakeholders. Despite concerted efforts by these International Organizations, Governments and NGOs, maternal mortality figures were found to be rising in most developing countries, a typical example being Nigeria where the most recent reports show a rising and unacceptably high maternal mortality figures. 12 -16 Borno State where this study was conducted belongs to the region (Northeastern) with worse maternal mortality figures in Nigeria, over 1500 per 100,000 live births. 17 -20 This study went to the grass roots to determine the factors that contribute to maternal death and disabilities. The objectives were: to identify barriers to prompt and effective treatment of obstetric complications in order to develop appropriate strategies to address these problems. By: 1) Obtaining information on community ' s understanding of obstetric complications, 2) Exploring the factors affecting the decision-making process concerning obstetric complications, and 3) Obtaining community input concerning potential strategies for improving the utilization of emergency obstetric care.
Materials and Methods

Setting
Konduga Local Government Area of Borno State has an area of about 6,000 square kilometers with a population of 375,000. Out of this 206,250 (55%) are women. Women aged 15-49 years (reproductive age) are 93,750 (25% of the total population) or 45.5% of the women population. The ethnic groups in the local government are: Kanuri, Shuwa Arab, Marghi, Mulgwai, Wula, Gamargu, Fulani and Hausa. The main occupation of the people is subsistence farming combined with livestock rearing, fishing and trading. The road network in the Local Government may be over 300km mostly (over 90%) untarred bush roads and footpaths with a substantial part of the villages living behind a river, which keeps them away from the local government headquarters. The principal means of transport from the local government headquarters to the villages are: four wheel drive motor vehicles, pick up vans with high suspension, cattle and horse driven carts and manual push -push carts. Those living behind the rivers use canoes to cross to the local government headquarters. The terrain becomes difficult during the rainy season.
The local government has one general hospital at the local government headquarters, which is being manned by the Borno State Hospitals Management Board. The local government has a total of 28 health centers and 18 dispensaries. There is a maternity center located in the heart of the local government headquarters (Konduga). The local government has one medical doctor, six nurses/midwives, fifty eight traditional birth attendants (TBAs) and 40 community health extension workers (CHEWs). The local government has one ambulance. There is no blood transfusion center. The family health international and federation of Muslim women associations of Nigeria (IFH/FOMWAN) train midwives in the local government on manual vacuum aspiration/post abortion care/sexually transmitted infections (MVA/PAC/STIs) and HIV (Source: Konduga Local Government Health Statistics Office).
Method
The study took place between October and December 2003. An in-depth interview guide developed by the Network for the prevention of maternal mortality (NPMM), which contained mainly open ended questions, modified to suit our socio-cultural setting were used. Interviews were conducted on representatives of recognized social/interest groups in the community including traditional leaders, religious leaders, local government administrators, teachers, civil servants, members of the national union of road transport workers (NURTW), women community leaders and women non-governmental organizations and staff of the local government primary health care department. The interview was conducted in Hausa and English languages. There was no need for interpreters. The members of NPMM Borno State chapter conducted the interview. They comprise doctors, nurses, midwives and social workers.
The questions asked were directed at how to recognize obstetric complications, obtaining care for obstetric complications, decision-making concerning obstetric care and suggestions for addressing barriers to care. All the interviews took place in the offices or residences of the respondents and lasted about 45 minutes. Notes were taken by one of the interviewers always; sometimes the proceedings were audio taped. Audio taped interviews were immediately transcribed to obtain full details of the interview in addition to the notes taken. Thirty people were interviewed (minimum of 3 from each of the groups).
Results
In general there was a fair understanding among the people of the area that women are dying during pregnancy, labour and puerperium. There was a poor knowledge of pregnancy complications among the religious leaders in the area, which was manifested from both the Muslim and Christian scholars. But all others interviewed identified at least 3 obstetric complications ( Table 1 ). All believe that obstetric complications are dangerous but could not determine when it is serious, as all indicated terminal stage of complications as a time of seriousness such as fitting in eclampsia, shock in bleeding or vesico-vaginal fistula in obstruction. Twenty eight (93.3%) respondents recognized some obstetric complications while 2(6.7%) were not sure if there is any complication associated with pregnancy, labour or puerperium.
All the respondents indicated that if there are any of the mentioned obstetric complications, the woman is taken to the hospital and it is the responsibility of the husband and his relations to assist the woman. Other people who render assistance in one form or the other include TBAs, CHEWs, friends and the local government authority (Table 1) .
The main problems considered in deciding to take a woman to the Hospital were lack of money and transport (93.3%). Another factor considered in seeking care was the community ' s impression of the health facility ' s capability to handle their problem. Buses/cars pick up vans, motorcycles and bicycles usually transport patients with obstetric complications. Push-push carts or ox driven carts were some time employed especially in bad terrain in the remote areas during the rainy season. The husband, a relation or the local government council provides money. Sometimes a patient has to sell her farm produce or seek loan to finance transportation and medical expenses. Cost of care was put at 5000-10,000 Naira. The relations usually settle the bill, where they cannot, the local government council pays.
All the respondents believe that much needs to be done at the community level, and that government needs to have more commitment to the lives of women with obstetric complications. Suggestions were to equip existing hospitals (100%), employ more qualified staff (100%) to handle obstetric emergencies, community participation in form of assistance, donations to needy emergency obstetric cases and, provision of reliable, effective and affordable transport for emergency cases (56.7%).
The respondents suggested that traditional leaders, local government council and religious leaders should work actively to address the problems militating against safe motherhood. 
Discussion
This study has brought to the fore that the people in the community have good knowledge that their women are dying from pregnancy complications. They are equally aware of the leading causes of death in this respect. However, they only appreciated the terminal stage of complications, as the time when the situation is said to be serious. This finding agrees with a study in some selected states of the Nigerian federation. 18 The inability of the people to appreciate early warning signs in obstetric complications might be a factor in delay in deciding to seek for care. Therefore in our view a mass community health education programme, highlighting the early warning signs of pregnancy complication is going to be indispensable in the short-term measure to reduce maternal mortality in our environment.
The respondents are of the opinion that the husband is responsible for obtaining care for his wife when she develops obstetric complications. This is followed by the relations of the husband or the woman ' s relations in the absence of the husband including the first son. To some extend the TBAs and CHEWs are also recognized in this decision to seek care. This finding has brought to the fore the fact that any programme in this locality aimed at addressing the issue of maternal mortality must target the men folk for it to be successful. For their sensitization, mobilization and improved awareness would equally go a long way in reducing the time lag in deciding to seek care when obstetric complications arise, and therefore avoiding fatal outcomes from such situations.
Surprisingly the local government was mentioned on this issue by 60% of the respondents as a responsible agency in the decision to seek care. This we discovered was because of the transportation and financial support the local government gives to poor patients who are sick and need to be conveyed to the hospital for appropriate treatment. This is a commendable effort on the part of the authorities. But better still the local government can initiate and support a medical emergency revolving fund to be managed directly by the communities at the ward and village levels especially for emergency obstetric care, this would be life saving.
With about 33.3% and 13.3% of the respondents recognizing the importance of the TBAs and CHEWs respectively, in the responsibility of obtaining care for the patients with obstetric complications in the community, it becomes important that in our safe motherhood drive in the short term we need to incorporate them and other health workers. The TBAs need to be trained and their knowledge and skill upgraded and made to work in cooperation with skilled midwifery attendants at the health facility. Once their income is protected, the TBAs can be key partners for increasing the number of birth at which a skilled attendant is present. In practical terms TBAs can help skilled attendants by encouraging women to attend for essential pre-and postnatal care. They are also in ideal position to work with families and communities, providing education on important messages for a healthy pregnancy and a safe birth. The TBAs were used in this way as an important link in the safe motherhood initiative in Malaysia. 21 The significant factors considered in the decision to seek care apart from the earlier advanced reasons are financial considerations and means of transport 100% each and distance 93.3% of respondents. Not surprisingly these were the same factors responsible for type I and type II delays out of the three levels of delay that contribute to maternal mortality defined by Thaddeus and Maine in 1994. 22 Other studies have identified these factors as causing delay in accessing health facility and therefore leading to avoidable obstetric death. 23 -25 Following health education to identify early symptoms and signs of danger, the need to have a community based revolving loan scheme for obstetric emergencies and standby community supported transport for obstetric emergencies becomes one of the options available to curtail maternal death in this type of community. The alternative of waving off payment for emergency obstetric care is another short-term alternative. The long-term measures would include pragmatic poverty alleviation scheme, mass education (especially girl child education), and general infrastructural development and social services including good road networks and functioning emergency obstetric care facilities within a reasonably acceptable distance. The other significant factor considered is traditional / spiritual therapy where up to 30% of respondents make it an important consideration to seek care, this is thus to serve as an alternative to orthodox care. This need to be discouraged by the religious and traditional leaders, least such treatment centers / houses become another death trap for the helpless women as is currently happening in Southern Nigeria. 26 The study has shown that the community is fully aware that hospitals are poorly equipped, lack qualified personnel, drugs and supplies. This needs to be addressed as a matter of urgency by the responsible government agencies. There is also the need for an attitudinal change among health workers, to be patients friendly and more caring. This would encourage the locals to feel free to patronize our health facilities whenever the need arises without fear of harassment and humiliation.
Stakeholders in safe motherhood drive need to work with traditional rulers, religious leaders, members of the NURTW and the local government authority if a major headway is to be made in this noble drive.
There is a fairly good understanding of obstetric complications that lead to maternal death, in the community. The main reasons for delay in seeking care are ignorance, poverty, lack of transportation and distance.
Community enlightenment, health education, training of TBAs, poverty reduction and effective, affordable as well as reliable transportation are means of avoiding delays that lead to maternal mortality. Community-supported revolving fund and transport for emergency obstetric care would be life saving in the short-term. Upgrading and re-equipping of health facilities to provide emergency obstetric care services are mandatory.
